ANNANDALE WOMEN AND FAMILY CENTER
ADMISSION MEDICAL HISTORY

Name:____________________________________________ 
Date of Birth:__________________ Today’s Date:_________________

Referred By:_____________________________ GYN Doctor’s Name:__________________ Last Menstrual Period:__________________ 

ALLERGIES

Medications: (List if any) ________________________________________ 

Iodine: (   ) Yes   (   ) No

Latex / Rubber:  (   ) Yes  (   ) No

Copper:   (   ) Yes   (  ) No

List Current Medications and Doses (include over the counter) ____________________________________________________________








     ____________________________________________________________

PAST MEDICAL HISTORY- CHECK ANY OF THE DISEASES BELOW YOU HAVE HAD
(   ) Abnormal PAP/Mammogram
(   ) Chronic Rashes

(   ) Heart palpitation

(   )Sexual Transmissible Disease
(   ) Abnormal TB skin test

(   ) Depression


(   ) Hepatitis


(   ) Shortness of breath
(   ) Anemia


(   ) Diabetes


(   ) Hypertension


(   ) Stomach ulcer
(   ) Arthritis


(   ) Dizziness/Fainting

(   ) Incontinence Bladder Control
(   ) Stroke
(   ) Asthma


(   ) Eating Disorders

(   ) Kidney/Bladder infections
(   ) Thyroid disorders
(   ) Bleeding disorders

(   ) Epilepsy/Convulsion

(   ) Liver disease


(   ) Thrombophlebitis
(   ) Blood clot problems

(   ) Fracture


(   ) Pneumonia


(   ) Tuberculosis (TB)
(   ) Breast disease

(   ) Gall Bladder Disease

(   ) Rheumatic Fever

(   ) Yeast Infections
(   ) Bronchitis


(   ) Headache/Migraine

(   ) Sexual/Physical abuse

(   ) Other: ___________________
(   ) Chest Pain


(   ) Heart Murmur

(   ) Sexual/Menstrual dysfunction

   ___________________
Sexual Orientation: (   ) Heterosexual  (   ) Homosexual   (   ) Bisexual 

Menstruation: (   ) Regular   (   ) Irregular 



Age at first intercourse: ______________________











(   ) Vaginal    (   ) Anal    (   ) Oral

Age of Onset:____________  




Number of Partners in the last year: ____________

Flow: (   ) Light
(   ) Moderate   (   ) Heavy



Have you ever been forced to have sex?    (   ) Yes  (   ) No
Pain/Cramps with menstrual flow: (   ) Yes   (   ) No


Have you been touched against your will? (   ) Yes  (   ) No

Date of last PAP Smear: _______________


Do you have pain or bleeding with intercourse? (   ) Yes  (   ) No



Result:  _______________



Date of last mammogram: _____________


Are you or your partner using a birth control method?




Result:  _______________



(   ) Yes  (  ) No 
If yes, please list: ___________________












__________________________________
Number of pregnancies:  ________
Age at first pregnancy:   ______


Number of live births:      ________
Number of Ectopics:       ______

Number of abortions:       ________
Number of miscarriages: ______

Family history of twins? (   ) Yes   (   ) No 



Are you currently breast-feeding? (   ) Yes   (   ) No

Do you plan (more) children in the future? (   ) Yes   (   ) No

List surgeries/hospitalizations


Date


Which birth control methods have you used in the past? 
_________________________________________
_________________
_________________________________________

_________________________________________
_________________
_________________________________________

_________________________________________
_________________
_________________________________________

_________________________________________
_________________
_________________________________________









Does anyone in your family have a bleeding or clotting disorder? (   ) Yes   (   ) No
Do you smoke?
       (   ) Yes   (   ) No
If yes, how much ________________________

Do you drink alcohol (   ) Yes   (   ) No
If yes, how much_________________

I acknowledge this history is correct and complete.

_____________________________________________________________
___________________________

PATIENT SIGNATURE






DATE

_____________________________________________________________
____________________________

NURSE SIGNATURE






DATE
